Some time ago the Province of Nova Scotia started on a long-term program to make the facilities for the care of the mentally ill as similar to those for the care of the physically ill as was reasonably possible, bearing in mind the somewhat different character of the patients. In carrying out this program, three important steps have already been taken.
Firstly, the Province has been divided into ten mental health regions, and communitv mental health centres have been established in most of them.
Secondly, arrangements have been made for the psychiatrists attached to the mental health centres to be attached also to the general hospitals in their regions. At the present time almost all general hospitals with 100 beds or over in Nova Scotia have psychiatrists on their staffs, and a number of smaller hospitals have them also.
Thirdly, the Nova Scotia Hospital was reorganized to become an active treatment and referral hospital, with greatly increased staff and facilities.
The Province is now in the process of taking a fourth significant step. This is the placing of all its mental hospitals under the authority of the Hospital Insurance Commission, in much the same way as has been done for general hospitals.
Before discussing this new program it is necessary to explain the existing mental hospital system, for it has some features which are not present in other provinces in Canada.
In Nova Scotia there are two levels of mental hospitals. The first is the Nova°P Scotia Hospital which, as previously indicated, is the active treatment hospital and referral centre for mental patients from all of Nova Scotia. It has 550 beds and has an admission rate of around 2,000 patients a year.
At the second level are the municipally owned and operated mental hospitals, the main functions of which are the treatment and care of the long-term mentally ill. There are eight of these, ranging in size from 60 to 250 beds. They care for approximately 2,000 patients.
One might well ask how it came about that the Province of N ova Scotia is out of step with the rest of Canada in having a municipal mental hospital system at <Ill. It came about in an interesting way.
In 1879,the Superintendent of the Nova Scotia Hospital was concerned about the number of admissions. The Hospital at that time had a capacity of around 380 patients. He suggested to the Government of that day three alternative courses of action. The first was to enlarge the Nova Scotia Hospital. This he felt was not a wise choice for he believed that large mental hospitals were undesirable. In this he was well ahead of his time. The second alternative was to plan two other hospitals the size of the Nova Scotia Hospital in different parts of the Province. This was his first choice. The third alternative was to set up what he called 'A County Cottage Hospital System'. Under this system a number of 'Cottage Hospitals' of perhaps 50 to 60 beds would be established by the municipalities in different parts of the Province. No patients were to be admitted to these cottage hospitals directly. Only those patients should be accepted who had first been examined and treated at the Nova Scotia Hospital and who, 10 the opinion of the staff of that hospital, would be suited to a small home-like facility. Since these hospitals were to be widely distributed the patients would be dose to home and could both visit and be visited frequently. He went on to say that these institutions might well become 'half-way houses' for convalescents. It Was this program which was adopted by the Government.
It had previously been the author's impression, that this concept of a 'halfway house' was a relatively modern one, but it would appear that the Superintendent of the Nova Scotia Hospital in 1879 conceived the idea.
In setting up our new hospital program We started first with these municipal mental hospitals, leaving the Nova Scotia Hospital until a later date.
A new Municipal Mental Hospital Act Was passed which came into effect on January 1, 1966. For our purpose today the new Act had two main features:
1) It left the ownership of the municipal mental hospitals in the hands of the municipal governments, but it placed their management in the hands of specially constituted boards.
2) It gave to the Hospital Insurance Commission of the Province wide responsibilities in relation to municipal mental hospitals and their patients.
It should perhaps be pointed out that in the Province of Nova Scotia the Hospital Insurance Commission is a separate body, not responsible to the Deputy Minister of Public Health, but reporting directly to the Minister.
The' board of management of each hospital under the new act consists of eleven members, seven of who are appointed by the Council of the Municipality which owns the hospital, and four by the Provincial Government. Of the seven appointed by the Municipal Government, no more than four can be Councillors, the remaining number are to be citizens at large. This means that the municipality appoints the majority of the board of management, seven out of eleven, but the actual majority of the board, also seven out of eleven are not members of the Council.
The intent of all this was to have on the board of management as widely a representative group of citizens as was possible.
The Hospital Insurance Commission was given the powers "a) to administer a plan established by the regulations for providing hospital services to patients requiring treatment and care in municipal mental hospitals; b) to take all proper steps to encourage and promote the development and maintenance of a coordinated system of municipal mental hospitals throughout the Province; c) to approve or disapprove the establishment of new and additional hospitals and any changes in hospitals; d) to determine the amounts to be paid in respect of the provision of services in hospitals." There were a number of other provisions. As can be seen, the ComInission was given considerable authority.
The section of the act dealing with payments by the Province is important. Here is what it says: "Subject to the regulations, there shall be paid to a municipality out of the Consolidated Fund such sums as the Commission deterInines to assist the municipality in defraying expenses incurred by it in providing treatment, maintenance and care in a municipal mental hospital to mentally ill patients requiring hospital treatment and care."
Note again the last phrase. Payments are to be made only for "mentally ill patients requiring hospital treatment and care."
The Commission drew up regulations for mental hospitals, based on those which it had previously drawn up for general hospitals. One of these regulations is this: "The Commission shall approve payment . . . if it is satisfied: a) when the services were provided, the patient was mentally ill to the degree requiring hospital treatment and care; b) the hospital is so constructed, equipped, staffed and operated that a satisfactory standard of treatment and care is provided to patients, and 'c) the board and the municipality comply with these regulations." If there was any doubt as to whether 'or not a patient required hospital care the Commission could appoint and empower a medical review board to report on .the .case. T~is is the same procedure which IS used m general hospitals.
In a reference manual for general hospi~al~iss~ed a few years ago by the CommISSIOn, It was stated that payments were to be made on behalf of patients only when these services were "medically necessary". The decision as to "medical necessity" rests with the physician in charge of the case. The Commission went on to say that "nursing-home cases or custodial welfare cases cannot qualify, and economic or social factors cannot be taken into consideration." The plan is a hospital plan, it stated, and there are other arrangements to deal with welfare 'cases.
If now we were to deal with the mentally ill patients on the same terms as the physically ill patients, the same rules and restrictions would have to apply.
How then were we to determine those '''mentally ill patients requiring hospital :reat~ent and care" with these principles .m mmd?
e. first calle? a conference of psychiatrists and discussed the matter in considerable detail. It was accepted as a working principle that the patients in the mental hospitals could be divided into four groups as follows: 1) Those needing hospital care~pro-perly defined.
2) Those needing the facilities of a nursing home. 3) Those needing to be admitted to an institution which would provide personal care. 4) Those who could be returned to a private home in the community. We next tried to work out the principles by which patients might be classified into these groups. It was agreed that a patient needing hospital care was 1) a patient admitted for diagnosis and investigation only if such diagnosis and investigation cannot be carried out as an out-patient; 2) a patient necessarily treated in hospital because he needs specialized psychiatric nursing and other hospital care and requires frequent medical supervision or attention. Definitions for the other three groups were also made, but these need not be discussed here.
Following this conference the 2,000 adult patients in the eight municipal mental hospitals were assessed with the four categories mentioned above in mind. Classifications were to be made into the four groups, using medical considerations only and no consideration was to be given at that time as to whether the alternative facilities declared to be necessary existed in the community or not.
When this was completed we met to consider how we should proceed. At that time we felt that we could deal reasonably well with the first and the fourth groups; that is, those needing hospital care, and those who could be returned to the community. However, there were problems about some of the patients in the second and third groups, i.e. those needing a nursing home or an institution for personal care. Some were considered to be potentially dangerous, and any institution caring for these patients would need to have the authority to prevent such patients from leavinz.
Three solutions for these patients w~re considered. The first was to give nursing homes and homes for personal care Vol. 13, No.1 powers of detention as is given in some cases in England. The second was to create a special type of institution for these patients. The third was to retain these patients in the mental hospitals.
The third alternative was finally chosen. There was some initial reluctance on the part of the Hospital Insurance Commission about accepting these patients for it wanted to deal only with those clearly in need of hospital investigation and treatment.
The patients of the second and third groups were then re-studied and a number were transferred to the hospital class. We then made two large divisions, one containing the hospital patients only, the other containing the remainder. The statistics at that time were as follows:
1) patients needing hospital care -1,150 or 57%, 2) patients needing care in some other institutional setting or returnable to the community -850 or 43%. These figures were for the municipal mental hospital patients only. To make the statistics complete for the whole of Nova Scotia, the 525 patients in the Nova Scotia Hospital should be added. When this was done we found that 1,675 patients out of a total of 2,525, or 66% of all patients in all mental hospitals in Nova Scotia were said to need mental hospital care.
Nova Scotia has a population of 747,000 and this meant that 2.24 mental hospital beds per thousand of population was required. At least those were the findings of the psychiatrists at that time.
To make the data clearly understood it should be pointed out that the hospital group includes not only mentally ill adults but those retarded adults who clearly need a hospital setting. It does not include retarded children with uncomplicated retardation but does include those children who need the facilities of a mental hospital.
When this study was complete we reported to the Hospital Insurance Commission that approximately 1,150 adult mental patients in eight municipal mental hospitals would be coming under theirsupervision.
The Commission, under the direction of its Executive Director, Doctor Graham Simms, had already taken a number of steps.
First it appointed a Medical Advisory Committee for mental hospitals similar in character to the one it already had for general hospitals. This committee consists of seven physicians, including six psychiatrists and one general practitioner. On the committee is Doctor R. O. Jones, Professor of Psychiatry at Dalhousie University, Dr. Harry Poulos, Clinical Director of the Nova Scotia Hospital, and other psychiatrists representing the medical school, the municipal mental hospitals and the mental health centres. The author, as Administrator of the Mental Health Services for the Department of Public Health, was appointed Chairman.
Next, the Commission drew up a set of regulations for mental hospitals based on those already in use for general hospitals. Three regulations are important for us here.
The first deals with payments to municipalities. The sections defining which patients will be covered has already been discussed. Other sections specify which items in the budget will be paid for. In general, operating costs approved in advance by the Commission will be paid, but capital costs will not. This is the same principle which applies to general hospitals.
Capital costs thus remain the responsibility of the municipality, but they are eligible for Federal and Provincial Hospital construction grants on the same terms as are the owners of general hosprtals, A second regulation has to do with establishing the need for continued stay in hospital. For patients in general hospitals a 'Long-Stay Report' justifying the need for the patient to remain must be made every 30 days. For mental hospitals, as originally written, the requirement was a Long-Stay Report after the first 30 days, and one thereafter every 90 days as long as the patient needed hospital care. After some experience this regulation was modified, extending the period to every six months after the first 90 day report was received.
A third regulation requires the setting up of a 'Hospital Standards Committee' similar to that required for general hospitals. Such a standards committee must consist of no fewer than three persons, including the superintendent, a member of the board and a member of the medical staff. This committee, as in general hospitals, is required to meet monthly and "review admission, length of patient stay, drug usage, diagnostic services, nursing services and all other matters having to do with the standard of service and the utilization of services in the hospital."
In some hospitals these committee meetings have been very fruitful. Parti-.cularly interesting discussions have centred around the matter of justifying the need for a specific patient to remain longer in hospital.
Another act of the Commission was to ,designate four of the eight original municipal institutions as hospitals under the new act. These are the Halifax City Mental Hospital and the Halifax County Mental Hospital in the central part of the Province, the Kings County Hospital in the western part, and the Cape Breton Hospital, (one of its two buildings only) in the eastern end. The four approved hospitals range in size from 200 to 450 beds, and have a total bed capacity of approximately 1,250.
We then had to set in motion a massive program for the transfer of patients. 'Patients who needed hospital care but 'Who were not in one of the four approved hospitals were to be transferred 'to a designated hospital unit. At the same time patients who were said not to require hospital care but were already in -oneof the approved hospitals had to be transferred to another institutional facility, or be placed in a home in the community.
At this point we consulted the officials of the Provincial Department of Public Welfare. We enquired whether the 850 patients who were now classified as not needing hospital care would be eligible to receive assistance under the Canada Assistance Plan. The welfare officials discussed this with their federal counterparts and the answer, after some initial misgivings, was a qualified "yes."
The next question was, since these patients would be in receipt of welfare assistance, and since they would be placed in some sort of welfare institution or in the community under welfare supervision, would it not be better if the Department of Public Welfare accepted the responsibility for their placement? That department finally agreed after a great deal of hesitation.
The Department of Public Welfare now struggled with the problem of defining the kinds of facilities which should be made available for the 850 patients coming under their supervision. They noted the original classifications we had made but felt that if they were going to have the final responsibility they would have to make their decisions in their own way. They asked for and obtained the assistance of Doctor Peter Gordon, now Professor of Preventive Medicine, Dalhousie University, who had done a great deal of work on long-term care.
Together they set up a new study group and eventually classified the patients who were to leave the hospitals into four groups as follows: 1) those who could go to a home for the aged; 2) those who needed the facilities of a nursing home; 3) those who could go to another type of institution which they called a home for the disabled, and 4) those who could return to the community, provided that a suitable home could be found. The Department of Public Welfare then held numerous conferences with various municipal officials and government bodies whose responsibility the patients were. Their aim was to encourage the local governments to provide the four types of facilities noted above. If and when these facilities became available, the patients designated as now not needing hospital care could be transferred to the appropriate places. Now transferring large numbers of patients who are your responsibility from one unit to another under your control is one thing; but transferring large numbers of patients who are not under your direct control but are the responsibility of a municipal authority which probably does not want to take any action whatever, and getting them placed in another facility more suited to their needs but which probably does not exist at the time anyway, is quite another matter.
Sometimes the Department of Welfare was able to obtain the desired results in a reasonable time but quite frequently there were long and protracted negotiations and delays.
Eventually, a start was made, and the four institutions which previously were hospitals, but which were not so designated under the new act, were transferred into welfare institutions of different types. Arrangements were made with private nursing homes and private institutions for personal care. Some municipal governments agreed to construct new buildings for the purpose. And finally, the community residence program for boarding patients in private homes was considerably enlarged. By heroic efforts such as these the Department of Public Welfare was able to place the nonhospital patients in appropriate facilities, leaving space so that all patients needing hospital care could be treated in the four approved hospital units. It is obvious that making a decentralized program like this work is no easy matter.
While this was going on the Hospital Insurance Commission was studying all aspects of the four municipal mental hospitals in order to determine what standards, programs and budgets it should encourage and approve. It already had the responsibility for this for general hospitals. It now had it for municipal mental hospitals.
The Hospital Insurance Committee had on its staff a number of consultants in various fields, such as nursing, dietary, laboratory, accounting, etc. and these it sent to the four hospitals for an intensive study of organizations, programs, and needs.
It set up a small working committee consisting of the Executive Director of the Hospital Insurance Commission, the Administrator of Mental Health Services, and another psychiatrist (at first Dr. Brown of the University staff, and later Dr. Townsend of the Fundy Mental Health Centre) which met weekly to discuss problems and to work out the program. It referred all matters of major importance to the Medical Advisory Committee mentioned earlier.
It held meetings at each of the four hospitals with representatives not only of the hospital staff and administration, but with others including the public health officer of the region and the welfare officials concerned. The aim, amongother things, was to determine what programs would best fit that particular hospital in relation to its own community.
Furthermore it held a number of conferences in its own headquarters in Halifax, with representatives from all the hospitals and with consultants in different fields for a general pooling of ideas and a more complete integration of the total program.
Finally the Commission enlarged the general committees which it had previously set up to include representatives from the mental hospitals. This was an extremely important step. Formerly these committees had representatives from the Commission, the Department of Public:
Health, the Provincial Hospital Association and from the general hospitals. Now for the first time they had representatives from the mental hospitals as well.
At these committee meetings matters of common concern, such as salaries, staffing patterns, nursing standards, occupational therapy, training programs, hospital construction and so on are discussed together. The general hospital representatives can make their comments on the mental hospital program and the mental hospital group can find out what is going on and have their say on all matters of hospital concern. Wherever possible whatever the Commission makes available to one hospital group is also being made available to the other. There will be as complete an integration of the total hospital program as is reasonably possible. This is where we stand at present. We have passed the first stages and have weathered the first storms and are ready to move on.
Plans are now being made to bring the Nova Scotia Hospital into the same program and as a first step the Nova Scotia Hospital Act was amended at the last session of the Legislature to make this possible. It will be brought about in three stages.
As a first step the administration of the Nova Scotia Hospital will be altered, separating the general administrative functions from the medical functions. It is expected that a qualified hospital administrator will be placed in charge of the general administration as in many general hospitals. The medical functions will be carried out under a medical director and through physicians designated as "responsible medical officers", a term taken from the British Mental Health Act of 1959.
The second stage will be the creation of a Board of Management for the Nova Scotia Hospital which will have the responsibility for the general management and operation of the hospital. The third stage will be the placing of the Nova Scotia Hospital under the general authority of the Hospital Insurance Commission, and this is tentatively scheduled for September 1, 1967.
The Hospital Insurance Commission is expanding its staff to enable it to take on this extra burden. It has set up a mental hospircls division and it has appointed a psychiatrist, Doctor Ralph Townsend, presently on the staff of the Fundy Mental Health Centre, to take charge. Doctor Townsend has been working very closely with the Commission in the development of the program to date.
We are therefore well under way in the program which was mentioned at the beginning of this paper. This was the making of hospital facilities for the care of the mentally ill as similar to those for the care of the physically ill as was reasonably possible, bearing in mind the somewhat different character of the patients.
Resume
Le 1er janvier 1966, un certain nombre d'hopitaux psychiatriques de la Nouvelle-Ecosse ont ete amenes sous l'autorite de la Commission provinciale de l'assurance-hospitalisation. Cela faisait partie d'un programme planifie en vue de placer les hopitaux psychiatriques municipaux sur le merne pied que les hopitaux s'occupant des malades physiques.
Au debut du programme, les neuf hopitaux psychiatriques de la NouvelleEcosse comptaient 2,525 malades. L'Hopital de la Nouvelle-Ecosse, qui est l'hopital psychiatrique provincial, logeait 525 malades et les huit hOpitaux psychiatriques municipaux en logeaient 2,000 environ. Les malades de ces etablissements municipaux ont fait l'objet d'une etude minutieuse et ils ont ete repartis en deux groupes: (1) ceux qui avaient besoin de soins hospitaliers definis selon les normes arretees par la Commission de l'assurance-hospitalisation, et (2) ceux qui pouvaient etre soignes dans d'autres etablissements ou renvoyes dans leur foyers.
L'etude, une fois parachevee, on a constate que 1,150 seulement des 2,000 sujets loges dans les hopitaux psychiatriques municipaux avaient besoin de soins hospitaliers proprement dits. Quatre des hOpitaux psychiatriques municipaux ont ete designes comme hopitaux en vertu du nouveau programme et tous les 1,150 malades ayant besoin de soins hospitaliers y furent envoyes, One Division des hopitaux psychiatriques fut creee au sein de la Commission de l'assurance-hospitalisation. Les consultants de cette Commission examinent ces hopitaux comme ils Ie font pour les hopitaux generaux, et les normes de ces derniers sont appliquees dans la mesure ou cela parait raisonnable.
Le ministere du Bien-etre public a pris en charge Ie placement des 850 malades que 1'0n a designes comme ne necessitant pas de soins hospitaliers. Quelquesuns des anciens hopitaux psychiatriques ont ete transforrnes en etablissements de bien-etre. Certains malades ont ete envoyes dans des foyers particuliers tandis que d'autres ont ete renvoyes dans leur localite en application d'un programme residentiel agrandi. L'Hopital de la Nouvelle-Ecosse a ete amene sous l'autorite de la Commission de l'assurance-hospitalisation Ie 1er septembre 1967.
